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Provisional Surveillance Summary of the West Nile Virus Epidemic — 
United States, January—November 2002 


This report presents provisional summary surveillance data 
about West Nile virus (WNYV) activity that were reported to 
CDC during January 1—-November 30, 2002, through the 
ArboNET surveillance network. In 2002, the reported num- 
bers of human and animal infections increased, and the geo- 
graphic range of WNV activity expanded substantially. These 
data underscore the need for intensive surveillance to detect 
and quantify WNYV activity in areas where humans are at risk, 
public education to teach persons how to prevent mosquito 
bites, and sustained and integrated mosquito-control activities. 

ArboNET is a web-based surveillance data network com- 
prising 54 state and local public health departments and CDC. 
Specimens from ill humans and animals, dead birds, captive 
sentinel animals (mostly chickens), wild-caught birds, and 
mosquitoes were collected by state and local public health 
departments and other cooperating state and federal agencies 
and tested for WNV or WNV-specific antibody. Test results, 
the county and date of specimen collection or illness onset, 
and other data were entered into state and local public health 
department databases. Animal data were forwarded regularly 
to ArboNET through a secure data network; human cases 
were reported to CDC by telephone or facsimile only. 

In 2002, WNV activity was reported from 2,289 counties 
in 44 states and the District of Columbia (DC) (Figure 1) 
compared with 359 counties in 27 states and DC in 2001 
(J), and WNV virus was detected for the first time in 1,929 
U.S. counties and 16 states. In 2002, a total of 3,389 human 
cases* of WNYV disease were reported, compared with 149 
during 1999-2001, and large numbers of WNV-infected 


birds, equines, and mosquitoes also were reported. 





* Because surveillance data reported on state health department web sites but 


not yet reported to ArboNET are not included in this summary report, the 


number of human cases reported from 2002 in this summary might differ 
from those reported in preceding 2002 MMWR weekly updates. 


FIGURE 1. West Nile virus activity, by state — United States, 
1999-2002 
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Human Surveillance 

In 2002, of the 3,389 reported cases of human WNV- 
associated illness, 2,354 (69%) persons had West Nile 
meningoencephalitis (WNME), 704 (21%) had West Nile 
fever (WNF), and 331 (10%) had an unspecified illness. 
Human cases were reported from 619 counties in 37 states 


and DC; five states (Illinois [7 


(774 cases], Michigan [475], Ohio 
[409], Louisiana [319], and Indiana [202]) accounted for 
2,179 (64%) cases. Four of these five states (Illinois [492], 
Michigan [437], Ohio [277], and Louisiana [202]) together 
with Texas [164] accounted for 1,572 (67%) reported WNME 


cases. Illness onset dates ranged from June 10 to November 4 
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Human Surveillance 

In 2002, of the 3,389 reported cases of human WN\ 
associated illness, 2,354 (69%) persons had West Nile 
meningoencephalitis (WNME), 704 (21%) had West Nile 
fever (WNF), and 331 (10%) had an unspecified illness. 
Human cases were reported from 619 counties in 37 states 
and DC; five states (Illinois [774 cases], Michigan [475], Ohio 


109], Louisiana [319], and Indiana [202]) accounted for 


2.179 (64%) cases. Four of these five states (Illinois [492], 
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(Figure 2), and the epidemic peak of WNME cases occurred 
during the week ending August 24. Illness onset dates ranged 
from June 10 to November 4 in southern’ states and from 
July 10 to October 28 in northern® states. The epidemic peak 


of WNMI 


(88 cases during the week ending August 17) than in north- 


cases occurred 1 week earlier in southern states 


ern states (317 cases during the week ending August 24). For 


; 
all reported human cases, the median age of infected persons 
] 


was 55 years (range: 1 month—99 years); for persons with 
WNME, the median age was 59 years (range: 1 month—99 
years); and for persons with WNF, the median age was 48 
lable). Of the 


dic d: two 


‘ . 
range: |—YS years 


WNME, 1‘ 9 


years 2,354 persons with 


0.3%) of 704 persons with 





FIGURE 2. Number of human West Nile meningoencephalitis 
cases, by location and by week and month of iliness onset — 
United States, June—November 2002* 
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TABLE. Number and percentage of reported human cases of 
West Nile virus disease, by clinical category and age group — 
United States, 2002* 


WNME?t WNFS Unspecified 
Age group (yrs) No. (%) No. (%) No. (%) 
0-9 31 (1) te (3 ( 2) 
10-19 58 (3) 18 (3) Ss (2 
20-29 138 ( 6) 52 (7) ( 7) 
30-39 265 (11) 121 (17) ( 9) 
40-49 (15) 184 (26) (23) 
50-59 (14) 118 (17) (18) 
60-69 (15) 101 (14) (17) 
70-79 (21) 67 (10) (12) 
80-89 5 (13) 27 (4) ( 8) 
90-99 ( 1) 3 (0) ( 1) 
Unknown ; ( 0) 1 (0) ( 1) 
Total 2,354 
Median age (yrs) 59 48 














* As of November 30 
. West Nile meningoencephalitis 
West Nile fever 


WNF died; both were age >80 years. The median age of the 


201 decedents was 78 years (range: 24—99 years). 


Animal Surveillance 

Of 2,289 counties reporting WNYV activity, 1,719 (75%) 
counties in 42 states and DC reported 14,122 dead WNV- 
infected birds (7,719 crows, 4,948 blue jays, and 1,455 birds 
of 92 other species). Infected birds were collected from Janu- 
ary 10 to November 7, and the peak number of infected birds 
occurred during the week ending August 10. Of 10,036 tested 
dead crows, 7,719 (77%) were WNV-positiv S compared with 
6,403 (40%) of 16,132 birds from other species. 

In 2002, a total of 9,144 (99.9%) of 9,157 reported non- 
human mammal cases occurred in equines, and 13 occurred 
in other species (dogs [three], squirrels [eight], and unspeci- 
fied species [two]). Cases were reported from 1,374 counties 
in 38 states, with illness onset dates ranging from January 3 
to November 8. Six states (Illinois [1,116 cases], Texas [1,050], 
Minnesota [945], Indiana [704], Kansas [675], and South 
Dakota [653]) accounted for 56% of reported nonhuman 
mammal cases. 

A limited number of counties and states tested mosquitoes 
(639 counties in 37 states and DC), wild-caught birds (65 
counties in eight states), and sentinel chickens (92 counties 
in eight states) as part of WNV surveillance. In 2002, 
approximately 1.3 million mosquitoes of 88 species were 
tested. WNV was detected in 4,943 pools (representing 26 
species) from 315 counties in 28 states and DC. Culex 
mosquitoes (Cx. pipiens, Cx. restuans, Cx. salinarius, Cx. 


quinquefasciatus, and Cx. tarsalis) accounted for 2,717 (55%) 


WNV-positive pools. WNV was reported for the first time in 
seven mosquito species (Aedes aegypti, Anopheles walkeri, Cx. 
erraticus, Cx. tarsalis, Cx. territans, Culiseta inornata, and 
Psorophora ciliata). Since 1999, a total of 36 WNV-infected 
mosquito species have been reported to ArboNET. In 2002, a 
total of 144 seropositive wild-caught birds were reported from 
25 counties in four states (Indiana, Kansas, Louisiana, and 
Ohio), and 366 seroconverting captive sentinel birds were 
reported from 47 counties in seven states (Florida, lowa, 
Nebraska, New York, North Carolina, Pennsylvania, and 
Texas). 


First Indicators of WNV Activity 

Among 2,289 counties reporting WNV activity in 2002, 
the first indicator of activity was a WNV-infected dead bird 
in 1,420 (62%) counties, an equine case in 660 (29%) coun- 
ties, a human case in 84 (4%) counties, a seroconverting sen- 
tinel bird in 18 (0.8%) counties, an infected mosquito pool 


os 20 


in (3%) counties, and a seropositive wild-caught bird in 
six (0.2%) counties. In 24 counties, WNV activity was first 
detected on the same date by at least two surveillance mecha- 
nisms. In 531 (86%) of 619 counties reporting human cases, 


the first human illness onset was preceded by reports of a 


dead WNV-infected bird, infected equine, seroconverting sen- 


tinel chicken, or infected mosquito pool by a median of 33 
days (range: 1-252 days). Of the 2,289 counties with WNV 
activity, 1,670 (73%) counties detected enzootic WNV 
activity but no human infections. 

Reported by: CC Chow, MD, SP Montgomery, DVM, DR O'Leary, 
DVM, RS Nasci, PhD, GL Campbell, MD, AM Kipp, JA Lehman, 
K Olson, P Collins, AA Marfin, MD, Div of Vector-Borne Infectious 
Diseases, National Center for Infectious Diseases, CDC 

Editorial Note: The 2002 WNV epidemic in the United States 
was the largest arboviral meningoencephalitis epidemic docu- 
mented in the western hemisphere and the largest reported 
WNME epidemic. Epizootic and epidemic activity was most 
intense in the central United States, especially the Great Lakes 
region, and extended to the west coast. One human case 
reported in a Los Angeles County, California, resident with 
no known travel history (and with no other WNV activity 
found statewide) and a report of a WNV-infected horse in 
Island County, Washington, indicate the complete transcon- 
tinental movement of WNV within 3 years. In 2002, Cana- 
dian health authorities also documented WNV activity in five 
provinces (Manitoba, Nova Scotia, Ontario, Quebec, and 
Saskatchewan) (2). The 2002 WNV epidemic included the 
first documented cases of person-to-person WNV transmis- 
sion through organ transplantation, blood and blood prod- 
uct transfusion, and possibly breastfeeding (3,4). Also in 2002, 
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intrauterine infection was reported (5), and a 
poliomyelitis-like syndrome was first recognized in the United 
States among some WNME patients with acute flaccid 
paralysis (AFP) (6 
Nationally, the epidemic peak of human WN\ -associated 
ness during 2002 occurred in late August; human cases in 
1ern states preceded those in northern states by approxi- 
| month. In 2002, human cases also were reported 
from the New York City metropolitan area for the fourth con- 
secutive year. This prolonged and continued widespread trans- 
mission to humans, including in areas of previous epidemic 
ty, underscores the importance of maintaining human 


1! 


] | | \ 
eillance programs from early lune through November and 


need to consider WNV disease in the differential diagno 


of encephalitis, meningitis, AFP, and nonspecific febrile 
before and after the late summer months in which 

iral outbreaks traditionally occur 
Phe 2002 WNYV epidemic is similar to the 1975 St. Louis 
encephalitis (SLE) epidemic, which produced approximately 


] 1 


» 100 reported ses and 170 fatalities (case- 
t 


fatality ratio: 8 the Mississippi and Ohio River 
basins (7). WNV and virus are closely related; both are 
transmitted primarily by Culex mosquitoes and amplified in 
birds. However, SLE virus is not an avian or equine pathogen. 
In 2002, the proportion of human cases reported with WNI 
Chis change probably 
y and diagnosis of WNV infection in 


Ider illnes 


previous years 


WNF patients tend to be younger 
th WNME (8). The somewhat lower median 
umong persons with WNME reported in 2002 compared 
those reported during 1999-2001 (59 years versus 66 

urs) could reflect the incorrect classification of some WNI 
ases as WNME cases. The median age among persons with 
fatal WNME reported in 2002 was similar to that in previous 
years. Although older persons are at higher risk for WNMI 
ind death persons of any age might develop severe neuro 


lao / ' 
OYVIC CGIseasc 


Bird- and horse-based surveillance are important tools for 


monitoring the geographic spread of WNV and for signaling 
WNY activity in an area before the recognition of human 
illnesses. The number of counties reporting WNV-infected 
dead birds in 2002 was five times greater than that in 2001, 
ind the number of reported WNV-infected dead birds doubled 
1). In 2002, crows, blue jays, and other members of the fam- 
ily Corvidae accounted for 90% of WNV-infected birds, and 
crows had the highest rate of WNYV infection. State and local 
health department surveillance programs should continue to 
emphasize the collection and testing of dead corvids. Because 


noncorvid bird species were the first indicator of WN\ 


activity in 144 (6%) counties, surveillance programs should 
include these species when possible. 

From 2001 to 2002, equine cases reported to ArboNET 
increased 12-fold, and equine transmission occurred over a 
longer season and in nine new states (/). In 2002, the geo- 
graphic and temporal distribution of equine cases closely par- 
alleled the human epidemic in the midwestern and 
north-central states, suggesting that horses, although unlikely 
to contribute to the transmission cycle for WNV (9), might 
be useful indicators of increased human risk in those areas. 

Che three Culex species that produced the most WNV- 
positive pools during 2002, Cx. pipiens, Cx. quinquefasciatus, 
and Cx. restuans, are among the most important WNV 
epizootic or epidemic vectors in the United States. During 
1999-2002, an additional 33 mosquito species also were found 
infected with WNV. These include Cx. nigripalpus, the prin- 
cipal epidemic vector of SLE in Florida, and Cx. tarsalis, an 
important vector of SLI and western equine encephalitis in 
the western States. Although other species \e.g., Ochlerotatus 
triseriatus, Ae. albopictus, Ae. aegypti) might contribute to 
human WNV transmission, control of Culex mosquitoes con- 
tinues to be the most important strategy to reduce the risk for 
WNYV transmission to humans. 

Che ArboNET data summarized in this report probably 
underestimate the actual geographic distribution and inten- 
sity of WNYV virus transmission in the United States for at 
least three reasons. First, although dead bird surveillance is 
important in monitoring WNV activity, only 27% of reported 
dead birds in 2002 were submitted for testing, compared with 
50% in 2001. Many state and local health departments were 
overwhelmed by the large numbers of samples submitted for 
WNV testing and discontinued dead bird testing during the 
transmission season. Second, because data provided by the 
54 ArboNET coordinators are derived primarily from local 
health unit surveillance efforts, which vary according to local 
capacity and priorities, some animal and human surveillance 
data might not yet be reported and confirmed. Finally, states 
might vary in their interpretation of and adherence to the 
national surveillance case definition of arboviral encephalitis: 
meningitis, and no standard national case definition for WNF 
exists. 

Che epidemic of 2002 underscores the continued need for 
intensive ecologic surveillance to detect early-season WNV 
activity. To decrease the risk for human WNV infection, the 
coordinated and phased public health response to detection 
of WNYV activity in an area should include intensified 
mosquito-control activities that reduce the avian-mosquito 
amplification cycle. Prevention activities should continue to 


include 1) public education programs urging residential source 
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reduction and personal protective measures to reduce mos- 
quito exposure; 2) development of long-term, community- 


level, integrated mosquito surveillance and control programs 


(10); and 3) high-priority emphasis on the control of Culex 


mosquitoes, especially in urban and suburban areas. 
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Laboratory-Acquired 
West Nile Virus Infections — 
United States, 2002 


West Nile virus (WNV), a mosquito-borne flavivirus 
introduced recently to North America, is a human, equine, 
and avian neuropathogen (/). The majority of human infec- 
tions with WNYV are mosquito-borne; however, laboratory- 
acquired infections with WNYV and other arboviruses also 
occur (2—4). This report summarizes two recent cases of WNV 
infection in laboratory workers without other known risk fac- 
tors who acquired infection through percutaneous inocula- 
tion. Laboratory workers handling fluids or tissues known or 
suspected to be WNV-infected should minimize their risk for 
exposure and should report injuries and illnesses of suspected 


occupational origin to their supervisor. 


Case Reports 


Case 1. In August 2002, a microbiologist working in a U.S. 
laboratory was performing a necropsy on a blue jay submit 
ted as part of a state’s WNV surveillance program. The mi 
crobiologist worked in a Class II laminar flow biosafety cabinet 
under biosafety level 2 (BSL-2) conditions (5) and lacerated a 
thumb while using a scalpel to remove the bird’s brain. The 
wound, a superficial cut over the dorsal surface of the inter- 
phalangeal joint, was cleansed and bandaged. Four days after 
injury, the microbiologist had acute symptoms of headache, 
myalgias, and malaise followed by chills, sweats, dysesthesias, 
recurring hot flashes, swelling of the _post- 
auricular lymph nodes, and anorexia. Two days later, the 
microbiologist noted a maculopapular rash that began on the 
face; extended to the trunk, arms, and legs during the next 3 
days; and then disappeared gradually. The microbiologist con- 
tinued to work during illness and had intermittent chills, 
sweats, dysesthesias, and hot flashes for approximately 1 week 
before recovering fully. On the third day of illness (7 days 
post-injury), the microbiologist sought medical care from a 
physician and reported no history of recent mosquito bites, 
prolonged outdoor activities, or recent blood transfusion. On 
physical examination, the patient was afebrile with erythema 
on the cheeks, but the examination was otherwise normal. 
Serial serum samples taken from the patient and submitted 
to CDC for WNV serologic testing revealed evidence of an 
acute WNV infection. The initial specimen (collected 3 days 
after illness onset) was negative for WNV-specific IgM or 
neutralizing antibodies. Specimens collected 13 and 21 days 
after illness onset both were positive for WNV-specific IgM 
antibody; the latter specimen was positive for WNV-specific 
neutralizing antibody, with a titer of 160; the specimen col- 
lected 13 days after illness onset was not tested by neutraliza- 
tion. The brain of the blue jay tested positive at CDC for 
WNV RNA by real-time polymerase chain reaction 
(TaqMan™) using two primer/probe sets. 

Case 2. In October 2002, a microbiologist working in a 
U.S. laboratory who was harvesting WNV-infected mouse 
brains in a Class II laminar flow biosafety cabinet under BSL- 
3 conditions (5) punctured a finger with a contaminated 
needle. The wound was cleansed and bandaged. The 
microbiologist’s body temperature was measured several times 
each day, and 3 days after injury, the microbiologist had 
upper respiratory infection (URI) symptoms without fever 
or chills. The next day, URI symptoms continued with 
malaise, fatigue, chills, and a low-grade fever (100.9° F 
3.3" C}). That evening, the patient took an over-the-counter 
cold medication. The next morning, the patient awoke with- 
out fever or chills but with continued URI symptoms and a 
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dry cough and hoarseness that persisted for >1 week, although 


the patient missed only 1 day of work. At no time did the 


patient notice a skin rash, an increase in the usual degree of 


joint pain, or a stiff neck. The patient reported no history of 


recent mosquito bites, prolonged outdoor activities, or 
recent blood transfusion. The patient had a history of expo- 
sure to multiple flaviviruses or flavivirus antigens (i.e., had 
had dengue fever and had received yellow fever and Japanese 
encephalitis vaccines). Serial serum samples taken and sub- 
mitted to CDC for WNV serologic testing revealed evidence 
of an acute WNV infection. WNV-specific IgM antibody was 
absent from both the initial specimens (1 day after injury and 
3 days before fever onset) and a specimen collected 2 days 
after fever onset. Anti-flaviviral lgG antibody was detected in 
both of these specimens by enzyme-linked immunosorbent 
assay (ELISA), but no change in the intensity of IgG activity 
was observed. A serum specimen collected 10 days after ill- 
ness onset was positive for WNV-specific IgM antibody and 
showed a sharp increase in the intensity of anti-flaviviral IgG 
antibody by ELISA. Neutralizing antibody test results are 


pending. 


Reported by: G Campbell, MD, R Lanciotti, PhD, Div of Vector- 


? J j ff , t > , , , 
borne infectious L/isease ational Center for Infectious Diseases 


B Berna H Li D, Div of Surveillance, Hazard Evaluations 
I \ upati mal Safety and Health 
CD 
Editorial Note: This report documents two recent labora- 


tory-acquired WNYV infections in the United States. On the 


basis of the timing of the events described, WNV infection of 


the two microbiologists resulted from exposure through per- 


cutaneous inoculation in laboratories. Illnesses in both labo- 


ratory workers were mild and self-limited, which is typical of 


illnesses in WNV-infected persons (/). These cases confirm 
that laboratory workers are at risk for occupationally acquired 
WNYV infection (2-4), including West Nile meningoencepha- 
litis. 

In the second case, although the presence of heterologous 


flavivirus antibodies did not prevent WNV infection, these 


heterologous antibodies might have provided some degree of 


cross-protection that moderated the clinical severity of the 
infection. Laboratory workers should not assume that immu- 
nity to other flaviviruses will protect them from WNYV infec- 
tion or its more severe clinical consequences (6). 

During the 2002 WNV epidemic and epizootic in the 
United States (7), the number of laboratories and laboratory 
workers involved in arboviral diagnostic and reference activi- 
ties has increased substantially. Therefore, the potential for 
laboratory-acquired WNV infections has increased. Labora- 


tory-acquired arboviral infections are most likely 


underreported, and few recent data are available (3,4). In 2001, 
a suspected case of laboratory-acquired WNYV infection was 
reported in New York (8). Laboratory workers 
involved in necropsies or other procedures involving materi- 
als potentially infected with WNV should use every precau- 
tion to minimize their risk for exposure to fluids or tissues 
during handling, including standard droplet and contact pre- 
cautions; using and disposing of needles, scalpels, and other 
sharp instruments safely; and minimizing the generation of 
aerosols. 

The Subcommittee on Arbovirus Laboratory Safety of the 
American Committee on Arthropod-Borne Viruses recom- 
mends four biosafety levels for laboratories that handle arbo- 
viruses, comprising combinations of laboratory practices and 
techniques, safety equipment, and laboratory facilities (2). 
Laboratory investigations that involve handling of live WNV 
should be conducted under BSL-3 containment (2,9). How- 
ever, because of concerns that strict BSL-3 containment for 
handling human or animal specimens in the clinical diagnos- 
tic setting would severely limit the number of laboratories 
capable of detecting WNV infections in a timely manner, BSL- 
2 facilities can, with modest modification of their procedures, 
achieve an acceptable level of safety for the conduct of certain 
routine diagnostic procedures involving live WNYV, including 
bird necropsies (9,10). 

Participating laboratory employees should receive training 
that reinforces awareness of potential occupational hazards 
and risks and that stresses the importance of timely reporting 
of all injuries and illnesses of suspected occupational origin. 
After unintentional laboratory incidents of potential expo- 
sure to WNV-infected materials, an exposed person should 
cleanse any wound or exposed skin immediately and thor- 
oughly, receive first aid, and then report the incident to a 
supervisor, as was done in the two cases described in this 
report. No antivirals or other drugs are known to be effective 
in the prevention or treatment of WNV infection. A baseline 
serum specimen should be obtained and stored. If the worker 
has an illness within the 2 weeks after the exposure, prompt 
medical evaluation, consultation with public health authori- 
ties, and collection of additional serum samples for virologic 
and serologic analysis are recommended. 

CDC encourages the reporting of all laboratory-acquired 
arboviral infections to local, state, and federal public health 
authorities, regardless of clinical manifestations. Additional 
information and consultation about WNV are available from 
CDC’s Division of Vector-Borne Infectious Diseases, tele- 
phone 970-221-6400 or 970-266-3592 or at http:// 


www.cdc.gov /ncidod/dvbid/westnile. 
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Intrauterine West Nile Virus 
Infection — New York, 2002 


West Nile virus (WNV), a mosquito-borne flavivirus and 
human neuropathogen, is epidemic in the United States (/). 
In 2002, newly recognized mechanisms of person-to-person 
WNV transmission were described, including possible trans- 
mission from mother to infant through breast milk (2,3). 
WNV has not been previously associated with intrauterine 
infection or adverse birth outcomes. This report describes a 
case of transplacental WNV transmission. Pregnant women 
should take precautions to reduce their risk for WNV or other 
arboviral infection and should undergo diagnostic testing 
when clinically appropriate. 

On August 29, 2002, a previously healthy woman aged 20 
years in the estimated 27th week of pregnancy was admitted 
to a New York hospital with a 2-day history of fever, severe 
headache, blurred vision, abdominal and back pain, and vom- 
iting. On examination, she had a fever of 102.7" F (39.3° C); 
the fetal heart rate was elevated. A computerized tomographic 
scan of the patient's head, a fetal sonogram, and routine analyses 


of blood and amniocentesis fluid were normal. A urine 


culture grew Proteus mirabilis and Escherichia coli. \ntrave- 
nous antibiotics were administered. 

Four days after admission, the fever had resolved, and 
the patient had pain and weakness of the legs. Neurologi: 
examination indicated symmetric weakness of the legs and 
hyporeflexia of the legs and arms. No cranial nerve abnor- 
malities were noted. Electromyelography (EMG) was not com- 
pleted. On September 14, despite persistent lower extremity 
paresis, she left the hospital against medical advice. 

On September 16, the patient was readmitted following a 
fall. She was afebrile, but physical examination revealed weak- 
ness in both legs. Fetal monitoring results were normal. 
Serum was positive for IgG antibodies to rubella virus and 
herpes simplex virus (HSV), and laboratory tests showed no 
evidence of syphilis or infection with human immunodefi- 
ciency virus (HIV). Serum also was positive for flavivirus IgM 
and IgG by immunofluorescence assay. Additional serum and 
CSF specimens were obtained during the week ending Octo- 
ber 12. Serum was positive for WNV-specific IgM antibod- 


ies. CSF analysis indicated lymphocytic pleocytosis (11 white 


blood cells/mm”, 87% lymphocytes, 8% monocytes, and 5% 


neutrophils), elevated protein (63 mg/dL), and the presence 
of WNV-specific IgM antibodies. Polymerase chain reaction 
(PCR) tests of CSF for WNYV, enterovirus (EV), and HSV 
were negative. EMG studies indicated widespread involve- 
ment of the lower motor neurons or their proximal axons, 
with the legs affected more severely than the arms. A diagnosis 
of meningoencephalitis was made. 

Approximately 5 weeks later, the patient delivered a live 
infant (estimated gestational age: 38 weeks). Serum obtained 
from the mother at the time of birth was positive for WNV- 
specific IgM and neutralizing antibodies. The infant's birth 
weight and general clinical examination were normal. An 
ophthalmologic examination revealed bilateral chorioretini- 
tis, and MRI of the brain indicated severe cerebral abnor- 
malities, including severe bilateral white-matter loss in the 
temporal and occipital lobes and cystic change in one tempo- 
ral lobe consistent with focal cerebral destruction. Cord blood 
and infant heel-stick blood samples were positive for WNV- 
specific IgM and neutralizing antibodies. CSF was WNV- 
specific IgM antibody—positive but was contaminated with 
red blood cells. The presence of WNV-specific IgM antibody 
in the infant’s serum and CSF confirmed intrauterine infec- 
tion with WNV. Serum was cytomegalovirus (CMV) IgM 
antibody—negative but IgG-positive, and serologic tests were 
negative for lymphocytic choriomeningitis virus infection and 
toxoplasmosis. PCR tests of CSF for WNV, EV, and HSV 
were negative. Urine CMV culture was negative. Gross and 
histopathologic examinations of the placenta, umbilical cord, 
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and amniotic membranes were normal. The placenta was 
WNV PCR positive at one of two reference laboratories. The 
umbilical cord tissue was WNV-positive and -equivocal by 
PCR, respectively, at the same two laboratories. Viral cultures 
of umbilical cord tissue were negative; viral cultures of CSF 
and placenta are pending. 

Reported by: Q Nguyen D, C Morrow, MD, L Novick, MD 
Onondaga Cot } ealth Dept Cambareri, MSN, B Olson, MD 


\ 1D 


y 


Hospital at Syracuse, Syracuse 


Huang, PhD, D Morse, MD, B Rosen, PhD, B Wallace 


Epide miologist New York 
arfin MD. CG, Campbell, 


a9 . 
tious Diseases, National 


Editorial Note: On the basis of the presence of WNV- 
specific IgM in the mother and infant, this is the first report 
of transplacental transmission of WNYV in humans. Intrau 
terine infections with Japanese encephalitis and dengue, two 
mosquito-borne flaviviruses closely related to WNYV, have been 
associated with spontaneous abortion and severe dengue 
fever in the infant, respectively (4 Although the single 
case reported here demonstrates intrauterine WNYV infection 
in an infant who had evidence of congenital abnormalities, it 
does not prove a causal relation between such an infection 
ind these abnormalities 

Pregnant women should take precautions to reduce their 
risk for WNYV and other arboviral infections by avoiding 
mosquitoes and by using protective clothing and repellents 
containing N,N-diethyl-m-toluamide (DEET) per manufac- 
turers directions. When WNV transmission is occurring in 
in area, pregnant women who have an illness that is clinically 
consistent with acute WNYV infection should undergo appro- 
priate diagnostic testing. Screening of asymptomatic pregnant 
women or newborns for evidence of WNYV infection is not 
recommended because no specific treatment for this infec- 
tion is available, and because WNV IgM antibody might per- 
sist for more than a year, tests of a single serum sample cannot 
accurately determine the timing of infection (8). CDC has 
initiated a voluntary registry to monitor birth outcomes among 
WNV-infected women. In the event of an adverse birth out- 
come, maternal and fetal or newborn samples should be sub- 
mitted to a state public health laboratory or CDC for testing. 
Additional information and consultation about WNV are 
available trom CDC’s Division of Vector-Borne Infectious 
Diseases, telephone 970-221-6400 and 970-266-3592 or at 
http://www.cdc.gov/ncidod/dvbid/westnile. 
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Notice to Readers 





Additions to Terrorism Preparedness 
Compendium 


lo help readers locate information about terrorism prepared- 
ness, MMWR has established a compendium of terrorism- 
related recommendations and reports drawn from the MMWR 
archives. The recommendations and reports listed below have 
been added to the compendium and describe the last cases of 
naturally occurring smallpox, previous recommendations 
regarding smallpox vaccination, and adverse events related 
to the smallpox vaccine. The compendium is available at hetp:// 
www.cdc.gov/mmwr. 
¢ Recommendation of the Immunization Practices 

Advisory Committee: smallpox vaccine (1985). 

Investigation of a smallpox rumor — Mexico (1985). 

Contact spread of vaccinia from a National Guard 

vaccinee — Wisconsin (1985). 

Contact spread of vaccinia from a recently vaccinated 

marine — Louisiana (1984). 

Orthopox surveillance: post-smallpox eradication policy 

(1983). 

Vaccinia outbreak — Nevada (1983). 

Notice to readers: smallpox vaccine no longer available 

for civilians — United States (1983). 

Disseminated vaccinia infection in a college student — 

Tennessee (1982). 

Vaccinia necrosum after smallpox vaccination — Michigan 

(1982). 

Smallpox surveillance — worldwide (1978). 


Quarantine measures: smallpox — Stockholm, Sweden 
(1963). 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending December 14, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 

Hepatitis A, Acute 331 

Hepatitis B, Acute 459 

Hepatitis C; Non-A, Non-B, Acute 50 
Legionellosis 
Measles, Total” 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale)’ 


Beyond Historical Limits 


* No measles cases were reported for the current 4-week period yielding a ratio for week 50 of zero (0) 
Ratio of current 4-week total to mean of 2k totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 14, 2002 (50th Week)* 


Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
22 Encephalitis West Nile’ 1,750 57 
33 Hansen disease (leprosy)' 69 70 
89 Hantavirus pulmonary syndrome’ 16 8 
Hemolytic uremic syndrome, postdiarrheal' 183 
HIV infection, pediatric’ 
Plague 
Poliomyelitis, paralytic - . 
Psittacosis' 24 
Diphtheria Q fever' 23 
Ehrlichiosis: human granulocytic (HGE)' Rabies, human 
human monocytic (HME)' 1 Streptococcal toxic-shock syndrome’ 75 
other and unspecified } Tetanus 32 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 115 
eastern equine’ Trichinosis 21 
Powassan' - Tularemia' 128 
St. Louis* Yellow fever - 
western equine’ 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
_ Not notifiable in all states. 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update November 24, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 


(50th Week)* 





Reporting Area 
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* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 


Chiamydia refers to genital infections caused 
Updated monthly from repo 


November 24, 2002 


by C. trachomatis 
rts to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15. 2001 
(50th Week)* 





Haemophilus influenzae, 


Escherichia coli Invasive 


Enterohemorrhagic 





Age <5 Years 
Serotype 
B 








Shiga Toxin Positive, All Ages, 
Not Serogrouped Giardiasis Gono’ All Serotypes 


Cum. Cum. Cum. Cum. 7 Cum. Cum. Cum 
Reporting Area 2002 2001 2002 2002 2002 2001 2002 
UNITED STATES 37 19 16,430 314,111 3 1,405 415 


ce] 
NEW ENGLAND 1 1 1,604 7,346 123 
Maine . - 209 140 ! 2 
N.H - - 43 121 7 10 
Vt 1 143 93 7é 7 
Mass - - 810 130 ( 50 
R.I - 156 906 2 10 
Conn - - 243 956 y 44 
MID. ATLANTIC - x 3,552 651 37 249 
Upstate N.Y. . ‘ 1 : 332 , 111 
N.Y. City - 10,903 
N.J . : 356 511 
Pa : 11,905 


E.N. CENTRAL 7 72 63,444 
Ohio 2 4 17,173 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 
(50th Week)* 





Haemophilus influenzae, invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 


Non-Serotype B Unknown Serotype B C; Non-A, Non-B 
Cum. Cum. Cum. Cum. ’ Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 2002 2001 2002 2001 


4 15 28 7,855 6,4 6,988 3,39 3,724 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 
(50th Week)* 





Measles 
Legionelliosis Listeriosis Lyme Disease Malaria Total 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 


UNITED STATES 1,147 1,064 568 581 17,473 14,813 1,199 1,414 36' 


NEW ENGLAND 107 73 58 5,958 4,429 100 
Maine § 8 5 111 - 5 
7 12 4 244 113 7 2 

36 5 35 18 

21 1,297 1,157 

13 335 493 

14 3,936 2,648 


MID. ATLANTIC 3 255 9,446 8,063 
Upstate N.Y 67 4,887 3,500 
N.Y. City 43 168 62 
N.J 24 1,716 2,006 
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E.N. CENTRAL 308 7 5 108 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 
(50th Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 

Cum Cum. Cum Cum Cum Cum. Cum Cum. 

Reporting Area 2002 2001 2002 




















2001 2002 2001 2002 2001 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 
(50th Week)* 





Rubella 
Rocky Mountain Congenital 
Spotted Fever Rubella 
Cum. Cum. 
Reporting Area 2002 2001 


UNITED STATES 957 587 


NEW ENGLAND 9 3 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 


(50th Week)’ 





Shigellosis 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 


Streptococcus pneumoniae, 
invasive (<5 Years) 








Cum 








Cum. Cum. 





2002 2001 





Cum. Cum. 





Cum. Cum. 
2002 2601 





Reporting Area 


NITED STATES 


2001 


3,82 3,472 
172 


2002 2001 


2 196 2511 


18 


7 4 416 


4 





N: Not notifiable 


U: Unavailable 


No reported cases 


" Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 14, 2002, and December 15, 2001 
(50th Week)* 





Syphilis Typhoid 
Primary & Secondary enital Tuberculosis Fever 


Cum. Cum. Cum. Cum. Cum. " Cum. 
Reporting Area 2002 2001 2001 2002 2001 2001 


UNITED STATES 6,114 5,828 477 11,440 13,500 5 348 


NEW ENGLAND 134 8 386 441 18 
Maine 3 20 1 
N.H 17 
Vt 6 
Mass 221 
R.1 35 
Com 87 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 14, 2002 (50th Week) 

All Causes, By Age (Years) 
All P&l' 
Reporting Area Ages >65 45-64 | 25-44 | 1-24| <1 | Total 


NEW ENGLANI 





All Causes, By Age (Years) 














<1 





Reporting Area 45-64 | 25-44 | 1-24 
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